
mouth, so that a diagnosis of syphilis was

made. He had one dose of arsphenamin on
thai day. Two days later he was admitted io
i he hospital with a generalized exfoliative der-
matitis, undoubtedly due to the arsphenamin.
This cleared gradually and he was discharged
from the hospital. He attempted to resume
work as a painter, but after each of five it-
tempts an erythematous and finely papular
eruption appeared on hands, face and neck.

This is one of the most marked cases of
individual susceptibility which I have seen and
illustrates very well the subject under discus-
sion this evening.
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TREATMENT OF FRACTURE INVOLVING
LOWER END OF RADIUS WTTH AN-
TERIOR AND POSTERIOR WOODEN
SPLINTS

ByT.K. Richards M.D., Boston.

Most of the functionally poor results follow-
ing fractures involving the lower end of the
radius are due to two causes: first, improper
reduction; second, too long fixation. It is not
the purpose of this paper to discuss the former
but to outline a plan of treatment using an-

Klo. 1.—1, Straight board used as a posterior splint. 2, The
usiml posterior splint, x. The anterior splint. 4, Tin- ™t-
down anterior splint

lerior and posterior wooden splints which gives
good results functionally.

The first essential in treat ment of these frac-
tures is to break up the impaclion. Then the
fragments must be immobilized. To do this
with as little immobilization as possible to fhc
nearby joints—the carpáis, metacarpals and
phalanges—is desirable. To accomplish this the
following points about cutting the splints are
all important ( Fig. 1).

Place the good arm on a piece of splint
wood with the hand ulnar Hexed and mark the
following seven points:

1. The radial side 11;/o inches below the in-
ternal condyle of the humérus.

2. The ulnar side To inches below the in-
ternal condyle of the humérus.

3. The radial side outside the first meta-
carpal-carpal joint.

4. The radial side inside the first metacar-
pal-phalangeal joint (between the thumb and
index finger).

5. The radial side just proximal to the sec-
ond metacarpal-phalangeal joint (this point is
well down in the palm of the hand and not
near the base of the fingers).

G. The ulnar side just proximal to the fifth
metacarpal-phalangeal (here again the point is
well toward I he heel of the hand).

7. The ulnar side just distal to the styloid
of the ulna (this point should be the width of
the bones, not the width of the arm, from
No. :!) 

The radial side of the arm is straight so the
splint need not be cut along this edge. Joining
No. 1 to No. 2 gives the length of the splint;
No. 3 to No. 4 cut out gives a hole for the
thumb; No. 5 to No. (i gives the distal end of
the splint across the palm; No. 6 to No. 7
forms the ulnar side of the hand, and No. 7 to
No, 2 forms the ulnar edge. When joining
No. 4 to No. 5 it is best to make this line par-
allel to No. 6 to No. 7, as it makes the applica-
tion of the adhesive easier. (For location of
the seven points see Fig. 2.)

Ki«. 2.—The anterior ipllnt applied, The number* Indicate the
point« to I"- marked when cutting oui the splint. Note that
the hand is m ulnar flexion, uml that tlu* portion of the splint
in the palm ¡s well away from the metacarpei*phalangea] joints.

The finished splint then fits the bones of the
forearm. If it has been made to fit the arm
it is possible for the bones to move within the
splints (c. /. Fig. 3).
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l'u.. 3.—Showing tlic difference hi the width of the splints tint
fit tin- arm (A) anil thOM that lit the houes (11). It wilt he
readily seen that in A Uie bones can move within the splintswhilu tins is not bo in It, where small splints that fit the
bum» and not the arm arc used.

The hand is held in ulnar flexion, which tends
to exert traction on the lower fragment of the
radius and thus prevents shortening of the
radius. Full motion of all the finger and
thumb joints is secured, which will keep the
tendons from "freezing." (Fig 4).

Fjo. 4,—The anterior and posterior splint« applied. Note that
full motion of all finger and thumb joints is secured.

The posterior splint is the same as the an-
terior except thai the hole for the thumb is
unnecessary (another perfectly satisfactory
posterior splint is a straight piece of splint
wood the length of the anterior splint and the
width of the forearm bones).

Both splints are now padded—on the side
next to the skin—with eight to ten layers of
tightly folded sheet wadding (in large fore-
arms it is necessary to insert an extra pad on
the anterior surface near the point of fracture
to make the splint, fit well) and are held in
place by three pieces of adhesive,—two, two
inches wide and long enough to encircle the
splints and the arm. One of these is placed at the
proximal end of the splints and the other at
the site of the fracture. The third piece of ad-
hesive, one half inch in width, encircles the
splints across palm between the thumb and in-
dex finger. When this is applied make sure
that, the hand is in extreme ulnar flexion.

With the splints in position the patient
should be able to move the elbow-joint, all fin-
gers and Ihumh freely. If the fingers cannot,
be manipulated so that the tip of each finger
can be touched to the thumb the splints do not
fit properly, and steps must be taken to make

such motions possible. The commonest cause

preventing these motions is that the portion of
the anterior splint in the palm of the hand is
too long, i.e., it extends beyond the metacarpal
phalangeal joints. A second cause is that the
whole anterior splint is placed too far distally.

The next point is, how long should the splints
be left on? Clinically, union in fractures in
lower end of radius begins very early, as is
readily demonstrated by the difficulty with
which a fracture of the lower end of the radius
can be reduced at the end of 48 hours. This is
due to impaction of fragments plus inflamma-
tory exúdate. Experimentally, it has been
shown that in fractures of spongy bone (of
which the radius is one) at the end of 48 hours
the process of repair—exúdate at the site of
fracture and organization of the exúdate—has
well started. Therefore allow twenty-four
hours more and the fragments are "stuck"
tight enough to allow still more motion to the
joints of the hand. Hence at the end of three
days remove the posterior splint.

Remembering that the lower end of the
radius is the portion which must be held, at
the end of one week shorten the anterior splint
by cutting two to three inches from the up-
per end and re-apply.

I'm. 5.—The out-down anterior splint applied.

At the end of ten days cut the anterior
splint down to the width of the radius (Fig.
5). The splint left extends from about the
lower third of radius to the middle of the palm
with a hole for the thumb. This is held by
two strips of adhesive—one at each end. Solid
union is secured in twenty-one days. There-
fore take off all splints at the end of three
weeks.

With the first application of both splints the
patient is encouraged to move the fingers con-
stantly -this is extremely important as it will
do much to prevent the stiffening of all the
joints in. the hand. A sling is usually not
necessary beyond the first three days except
that on the street it acts as a sign. "Don't
bum]) into me. please," and without one the
patient will use the hand a great deal more.

In elderly individuals and in patients with
arthritic tendencies early massage and passive
motion, in addition to active motion of fingers,
are all important. When a first-class masseur
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is available daily massage and passive motion
should begin on the tenth day. Following each
treatment the cut-down anterior splint is re-
applied. At the end of three weeks the pa-
tient is told to use his hand normally, augment-
ing this with massage. AI this time the patient
will feel more confident if given a supporting
bandage.

CONCLUSIONS.

To secure the maximum good results func-
tionally in fractures involving the lower end of
the radius treated by immobilization with an-
terior and posterior wooden splints the follow-
ing points are important:

1. Break up the impaction.
2. Immobilize with splints that fif the bones

and not the arm, i.e., narrow splints.
3. Remove the posterior splint on the third

day.
4. Cut down the anterior splint on the tenth

day.
5. Remove all splints on the twenty-first

day.
6. Re sure of active motion of the fingers at

all times.
7. Begin intelligent massage and passive

motion on the tenth day.
In a word—"move the joints adjacent to the

fractures at the earliest possible moment."
Experience with this method of treatment on

the Third Surgical Service (Dr. E. II. Nichols)
at the Boston City Hospital, in the Surgical
Out-Patient Department, and among players on
the Harvard football team, has shown that the
above method not only maintains the desired
continuity of the fractured bones but insures
function of the injured arm at an earlier date
than any other method.

TWO CASES OF EARLY CARCINOMA OF
THE UTERUS TREATED BY VAGINAL

PANHYSTERECTOMY
ByLouis E. Phaneuf, M.D., F.A.C.A., BOSTON.

Associate Professor of Clinical Gynecology, Tufts
College Medical School, Boston.

It is not intended that this paper should
offer anything new on the subject in question,
but merely to serve as a reminder that the
vaginal route may offer the solution of certain
problems in gynecological surgery where ab-
dominal section is contraindicated. Both of
the cases I wish to report were cases that
needed operative interference: one, a border-
line ease in which the disease was discovered
only by examinai ion of curett ings from the
uterus; the other, an epidermoid carcinoma
grafted upon a procidentia of many years'
standing. Both cases were declared unsuitable
risks for abdominal panhysterectomy by the

medical service of the Carney Hospital; both
patients had vaginal panhyslereclomies per-
formed and made uneventful recoveries.

Case 1. Mrs. M. G. S. Age 42. Occupa-
tion, nurse. Admitted to the Carney Hospital,
November 15, 1921.

Chief Complaint.—Excessive flowing.
Past History.—Measles and pertussis during

childhood. Operation for right inguinal hernia
in 1914.

Menstrual History.—Onset at 15 years of
age; every three weeks; duration ten days;
flow considerable in amount; last period Octo-
ber 29, 1921.

Marital History.—Married 15 years; one

pregnancy complicated by eclampsia 14 years
ago; difficult forceps delivery; stillborn child.

Present Illness.—Since the birth of her child
14 years ago the patient flowed for ten days at
intervals of three weeks; the flow was always
excessive in amount. She has lost ten pounds
in the last year.

Appetite fair. Bowels constipated. Urina-
tion negative. Headaches frequent and severe.

Physical Examination.—Negative, except for
marked secondary anemia and emaciation.

Vaginal K.rani¡nation.—Moderate relaxation
of the vaginal outlet; no sign of infection of
the urethra or the vulvo-vaginal glands; mod-
erate lacerai ion of the cervix with erosion. The
uterus is moderately enlarged and in ¡rood posi-
tion; the adnexa are normal and there arc no
masses or areas of tenderness in the pelvis.

Blood pressure 128/85.
Urine examination negative.
Operation.—November 17, 1921. Gas ether

anesthesia.
The ether examination confirmed the previ-

ous findings. The uterine cavity measured
three inches. The cervix was dilated and the
uterine cavity was curetted, considerable hyper-
plastic tissue being obtained. The patient made
a good ether recovery and convalesced satisfac-
torily.

Pathological Report.
—

Uterine ourettings.
Marked hypertrophy of endomefrium : suggests
possibility of transformation into malignant ade-
noma : would advise careful watching. (Signed)
P. B. Mallory. M.D.

Medical Consultation, Dr. John F. Fewnes-
sey.—Heart shows a mild myocarditis. The
lungs are negative. Would advise a vaginal
rather than an abdominal operation.

The above conditions were explained lo the
pal ¡cut. who preferred to have a hysterectomy
rather than await developments. The vaginal
route was chosen because of her poor physical
condition.

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at SAN DIEGO (UCSD) on June 27, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.


